[image: image1.emf]
Application form
Residential Care (Full Paying) / Respite Care  

	MAN FUT TONG NURSING HOME 
	For Official Use Only

	
	Date of Receipt:
	


	Biodata / Service Requirement / Preferences 

(to be completed by Applicant / Referring Person)

	i) Patient’s Particulars 
	

	Name : _________________________________________
NRIC: __________________________________________

Date of Birth (dd/mm/yyyy):__________________________

NRIC Address: ___________________________________

________________________________________________

Contact No. _______________ (H) _______________(H/P)
	Race:

(Chinese          (Indian              ( Malay

(Eurasian         (Others (                             )

Gender:             ( Male                ( Female

NRIC Colour:     ( Pink                 ( Blue

Citizenship:

( Singapore      ( S’pore PR       

( Not available  ( Others (                           )                                                 

Place of Birth:

( Singapore      ( Malaysia         ( China

( India               ( Others (                     )                      

	Marital Status:

( Single             ( Married          ( Widowed

( Separated      ( Divorced

Religion:

( Buddhism        ( Christianity    ( Islam

( Hinduism         ( Others (                       )                 

Language Spoken:

( English             ( Mandarin      ( Malay     ( Tamil

( None                ( Others (                        )    

Dialect(s) Used:

( Cantonese      ( Hainanese     ( Hokkien           

( Teochew         ( Others (                       )           

Last Occupation: _________________________________
	Living Arrangement at the time of application:

( Alone

( With Spouse Only

( With Spouse and Children

( With Child(ren)

( With Another Relative(s)

( With Non-related Person(s)

( In Institution

( Others (                                   )

Type of Current Accommodation:

Status: ( Rent         ( Own          ( Lodge

( HDB (           room)

( HUDC / HDB Executive

( Private Apartment / Condominium

( Institution (specify name)__________________________

( Others (                                          )


	Biodata / Service Requirement / Preferences 

(to be completed by Applicant / Referring Person)

	ii) Person-in-Charge / Next of Kin / Contact Person

	Name: __________________________________________

NRIC No: _______________________________________

Date of Birth (dd/mm/yy) _______________ Age_________

Contact Address  (If different from Section A) _______________________________________________

_______________________________________________
	Gender:          ( M                         ( F

NRIC Colour:  ( Pink                     ( Blue

Relationship with Applicant: ____________________
Contact No. _______________ (H) _______________(H/P)

	iii) Period of Stay  (Respite Care only)

	From (dd/mm/yyyy)_________________________________ to (dd/mm/yyyy) ____________________________________

	iv) Type of Accommodation 

	[   ] 8 Bedded  
	[   ] 4 Bedded 
	[   ] 2 Bedded

	v) Why Does the Applicant / Patient Need Placement to Nursing Home?(please tick all that apply)

	( Needs assistance in activities of daily living (ADLs e.g bathing, toileting, grooming, dressing, transferring etc.)

( Requires nursing and medical care
( Family / caregivers are willing but unable to cope with patient’s physical and behavioural needs

( Sole caregiver has work and other important commitments

( Patient does not want to burden the family / caregivers

( Patient has poor familial relationship with family / caregiver

( Has history of repeated hospitalisation

( Patient is unsafe to remain at home due to serious medical conditions / frequent falls

( Patient is not coping with needs / demands of living alone

( Patient is homeless

( Not accessible to community resources / service gaps

( Others (Please specify _____________________________________________________________________________)

	vi) Special Needs  

	( Diet

	( Physiotherapy   

	( Occupational Therapy   

	( Others (Please specify)    


	Particulars of Family Members
(to be completed by Applicant / Referring Person and relevant documents need to be attached)

	Name of the immediate family members1
	Stay with Applicant (Y/N)
	Relationship
	NRIC No.
	Age
	Sex (M/F)
	Marital Status
	No. of Dependents2
	Occupation
	Gross Monthly Income 3

	
	
	
	
	
	
	
	Adult 
	Children4
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	1 Includes applicants, applicant’s spouse, applicant’s parents. Applicant’s children and siblings who share the same residence, applicant’s children who stay away and have income

2 Eligible dependents include spouse and children who do not have an income of those listed in column 1

3 Refers to gross monthly income, excluding rental and interest income, of applicant and spouse, before deduction for CPF etc. For applicant’s parents, all children and siblings staying with applicant, gross income includes all sources of income. Documents for verification – income tax statement, pay slip or statutory declaration for those without pay slip or income tax statement and other supporting documents where applicable

4 Children below 16 years of age are also considered as 1 headcount.

	Declaration 
 (to be completed by Next-of-Kin/ Guarantor )

	I declare and confirm that all the information provided above are true. 

	
	

	Name of Next of Kin / Guarantor
	NRIC No. 

	
	

	Relationship with the Applicant
	Signature & Date


	Medical Report 

 (to be completed by  Medical Practitioner – GP / Hospital / Polyclinic Doctor etc.)

	Name of Patient: 
	NRIC: 

	i) Diagnosis

	

	ii) List of Medical Conditions  (Tick where applicable )

	Asthma

COLD

CCF

IHD

Hypertension

High Lipid/ Cholesterol

Stroke/ CVA

Diabetes Mellitus

Amputation (BKA/ AKA)
Fracture (of major bone/ joint)

Parkinson’s Disease / Parkinsonism

Gastric Problems

History of Alcoholism

History of Smoking

Epilepsy
	( Yes

( Yes

( Yes

( Yes

( Yes

( Yes

( Yes

( Yes

( Yes

( Yes

( Yes

( Yes

( Yes

( Yes

( Yes
	Tuberculosis (PTB)
Malignant Disease (specify): 

__________________________________

MRSA – colonised / infective

Infectious Disease

HIV

History of Leprosy

Dementia (specify)**___________________

Depression

Psychiatric Problems**_________________

Mentally Retardation / Intellectually Disabled

Comatose / Semi-conscious

Others (specify): _____________________
	( Yes

( Yes

( Yes

( Yes

( Yes

( Yes

( Yes

( Yes

( Yes

( Yes

( Yes

( Yes



	iii) Surgical History (if any)

	

	iv) Any History of Drug Allergy?

	
	( No
	( Yes, specify:

	v) Sensory Function

	Speech
	· Satisfactory
	· Slurred
	· Aphasic

	Hearing
	· Satisfactory
	· Partial deafness
	· Total deafness

	Vision
	· Satisfactory
	· Partially impaired
	· Total blindness

	vi) Investigations, Significant Laboratory Results / Radiology (i.e., Chest X-Ray) / Scan Findings:

	
	· Chest X-Ray Results:_________________________________________  Date Taken: _____________________

	
	· Normal
	· Abnormal(specify)_________________________________________________________

	
	· Blood Test Results:


	Medical Report 

 (to be completed by  Medical Practitioner – GP / Hospital / Polyclinic Doctor etc.)

	vii) Patient requires the following Nursing Care / Procedures (please tick where appropriate) :

	Respiratory 

( Oxygen Therapy 

( Tracheostomy Care

( Bipad Machine
( Not Applicable


	Nutritional and Gastro-Intestinal 

( NG / Ryle’s Tube Feeding               

( PEG 
( Colostomy               
(  lIeostomy
(  Special Diet Therapy (specify)________________
(  Not Applicable               
	Urinary Tract
( Intermittent Catheterization,           Fq_____________________
( Indwelling Urinary Catheter 
( Not Applicable


	Wound Care

(    Sites _______________
(    Stage ______________
(     Sizes ______________
(    Not Applicable

  

	viii) Management Plan / Treatment Regime 

	Current Medications/Dosage

	1.
	
	6.
	

	2.
	
	7.
	

	3.
	
	8.
	

	4.
	
	8.
	

	5.
	
	10.
	

	Follow Up at Polyclinic/ GP/ Hospital? 

	( No
	( Yes

	
	Clinic / Hospital: 
	Name of Doctor
	Date / Time



	Name Medical Practitioner completing this  Report:
	

	Designation/Dept/Institution:
	

	MCR No :
	

	Telephone:
	

	Date:
	


	Resident Assessment Form 

to be completed by Medical Practitioner]

	Name of Patient: 
	NRIC: 

	Rating
	A 
	B 
	C 
	D 

	Q1 Mobility

(Guide Bk Pg1)
	Independent
	Requires some Assistance (physical/assistive device
	Requires frequent assistance/ turning in bed
	Requires total physical assistance

	Q2 
	
	0
	
	3
	
	10
	
	16

	Q3 Feeding

(Guide Bk Pg 2)
	Independent
	
	Requires some Assistance
	Requires total Assistance
	Tube-feeding
	

	Q4 
	
	0
	
	3
	
	10
	
	10

	Q5 Toileting

(Guide Bk Pg 3)
	Independent
	
	Requires some physical assistance
	Requires commodes / bedpans / urinals
	Incontinent and totally dependent

	Q6 
	
	0
	
	3
	
	8
	
	16

	Q7 Personal Grooming & Hygiene

(Guide Bk Pg 4)
	Requires no assistance
	Requires assistance for some activities/ supervision
	Requires assistance for all activities
	Bed/ trolley bathing

	Q8 
	
	0
	
	2
	
	4
	
	6

	Q9 Treatment 

(Guide Bk 5-6)
	Daily Medication

Oral/Topical : 1 pt
	Daily Medication

Oral/Topical : 1 pt

Injection:  2 pts
	Daily Medication

Oral/Topical : 1 pt

Injection:  2 pts

Physiotherapy:4 pts
	Daily Medication

Oral/Topical : 1 pt

Injection:  2 pts

Physiotherapy:4 pts

Sp*procedures @1 pt/ 5 min

	Q10 
	
	
	
	
	
	
	
	

	Q11 Social & Emotional Needs

(Guide Bk pg 7)
	Nil
	
	Occasionally
	Often
	
	Always
	

	Q12 
	
	0
	
	1
	
	2
	
	3

	Q13 Confusion

(Guide Bk Pg 8-9)

· loses way

· loses things

· disorientated
	Nil
	
	Occasionally

(1-3 times a week)

 
	Often

(4-6 times a week)
	Always

(Daily)
	

	Q14 
	
	0
	
	3
	
	8
	
	10

	Q15 Psychiatric Problems

(Guide Bk 10-11)

· hallucination

· delusions

· anxiety

· depression
	Nil
	
	Mild Interference in Life
	Moderate Interference in Life
	Severe Interference in Life

	Q16 
	
	0
	
	2
	
	4
	
	6

	Q17 Behaviour Problem

(Guide Bk pg 12-13)

· restless 

· disruptive

· absconds

· uncooperative
	Nil
	
	Occasionally

(1-3 times a week)

 
	Often

(4-6 times a week)
	Always

(Daily)

	Q18 
	
	0
	
	3
	
	10
	 
	16

	Total Points
	
	Category     1        2        3         4    (Circle)

	Cat 1
	≤6 pts
	Cat 2
	7 – 24 pts
	Cat 3
	25 – 48 pts
	Cat 4
	≥49 pts


Name of the person Completing RAF: ______________________________ NRIC:__________________________________

Designation/Institution _____________________ / __________________________________ Date _____________________
	Rehabilitation Report 
 (to be completed by attending Physiotherapist and Occupational Therapist, if any )

	Name of Patient: 
	NRIC: 

	( Physiotherapy

	Gait : 
	( Shuffling 
	( Ataxic
	( Precarious
	( Comments: 

	Muscle Power:
Right

Left

Upper Limbs 

Lower Limbs 



	Summary of patient’s Mobility status, Transfers and Balance


	Remarks (please include treatment prescribed and recommendation for follow up) 



	
	
	

	Name of Physiotherapist
	NRIC / Employment Pass No
	Date

	( Occupational Therapy 

	Summary of patient’s functional performance in personal hygiene, showering, feeding, dressing and toileting



	Patient’s functioning in the aspects of cognition/perception, psychosocial and safety awareness



	Remarks (please include caregiver training and recommendation for follow up)



	
	
	

	Name of Occupational Therapist
	NRIC / Employment Pass No
	Date


�








PAGE  
1

